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Counselling and communication in oncology L.J. Fallowfield
The London Hospital Medical College, Turner Street, London, El 2AD, UK. During the past decade there has been increasing awareness amongst clinicians of the many psychological, social and sexual problems experienced by people being treated for cancer (Maguire 1985; Fallowfield 1988a) . Furthermore, many doctors now recognise that some of these difficulties can be prevented or ameliorated by improving their own communication skills with patients. Some may employ an oncology counsellor or specialist nurse to help in their clinics.
Although the majority of patients attest to the benefits of having received some form of counselling, those studies that have attempted to evaluate its efficacy have generally failed to present a clear and convincing picture (Watson, 1983; Cunningham, 1988) . Often a discrepancy exists between the equivocal findings of research workers and the compelling, largely anecdotal evidence for efficacy from patients and their counsellors. There are several methodological reasons why the intuitively reasonable assertion that psychological interventions should be beneficial have not yet been substantiated. For example the outcome measures used to determine benefit, such as a reduction in clinical anxiety or depression may be too stringent criteria (BAC, 1989a; 1989b) . Subtle, but important improvements in general well-being and adjustment gained through counselling may not be reflected in different rates of psychiatric morbidity between counselled and non-counselled groups of patients. Another potential flaw, concerns the fact that there is rarely any assessment of the actual skill level of the counsellor whose work is being evaluated. There is rarely any information about the therapeutic model being used or any statement about the goals of the counselling intervention that are being pursued. Also information as to how the frequency of contact is determined or how patients were referred for counselling is usually missing.
One more fundamental problem concerns the very definition of counselling and thus what actually takes place in its name in our hospitals. All too often the term is used rather loosely to mean anything from general advice giving, to tea, sympathy and a shoulder to cry on (Fallowfield, 1988b) .
Recently published data from a survey of oncology counsellors and specialist nurses supported by the Cancer Research Campaign gave great cause for concern (Roberts & Fallowfield, 1990a; Roberts & Fallowfield, 1990b; Fallowfield & Roberts, 1990 (Maslach & Jackson, 1981; Vachon et al., 1978) . Just over half of our respondents received some form of supervision and many, especially amongst the nurses failed to acknowledge its importance (Roberts & Fallowfield, 1990b) .
Enthusiasm, a sympathetic attitude and experience in dealing with patients with cancer are just not sufficient criteria for employment as an oncology counsellor or specialist nurse. Neither can the necessary skills that this demanding role requires be acquired without adequate training. Professional counsellors in most other settings are expected to have followed much more substantial training programmes than have many of our oncology counsellors, before they are allowed to counsel clients. In this country, unlike many other parts of Europe, the US and Canada, anyone can call themselves a counsellor. There is no official counselling organisation, although the British Association for Counselling (BAC) has been attempting to rectify the situation and has offered a code of practice plus a listing of accredited counsellors (BAC, 1989b) . No one, as yet, has to follow an approved training course to become an oncology counsellor in Britain.
Few of the courses that respondents to the survey had attended were endorsed as being useful enough to recommend to others (Fallowfield & Roberts, 1990) . Most were too short and offered little opportunity for the development and maintenance of good counselling techniques. Respondents were particularly critical of NHS in-service courses. Furthermore, many recognised that the professional skills that counselling demands, which protect both patients and counsellor, cannot possibly be acquired from a course only lasting a few days. There is some evidence to suggest that a limited period of training nurses in communication skills for example, with little supervision, assessment and evaluation may actually be damaging (Fielding & Llewelyn, 1987) . The same argument seems likely to be true for counselling.
Oncology counsellors fulfil a vital and demanding role which cannot be effectively managed without considerable training, experience and support; thus clinicians who value the presence of an oncology counsellor in their departments really need to ensure that prospective candidates for the post hold suitable qualifications or that they have attended recognised accredited courses. Counsellors who are not given the opportunity to obtain proper training, to obtain supervision, or to attend workshops and courses designed to maintain the skills and personal growth required, are at risk of developing many of the problems which they are trying so hard to prevent or ameliorate in their patients. Urgent consideration needs to be given to improving both the training and working conditions of cancer counsellors and specialist nurses in the United Kingdom if the patients are to be helped to cope with the psychosocial impact of cancer and its treatment.
